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DATE FORM COMPLETED:
Mo. a1 Y.

EEEE

BN

. DEMOGRAPHIC INFORMATION

(DIAGNOSTIC STATUS AGE AT DIAGNOSIS: DATE OF BIRTH: CURRENT STATUS: DATE OF DEATH: STATE/TERRITORY OF DEATH:\
AT REPORT (check one): ’
HIV Infection (nat AIDS) |1 Jves Mo ~Day Vo Alive Dead  Unk. Mo = Day W
[2] A0S e (UL @ o oy LT
SEX: ETHNICITY: (select one) RAGCE: (select one or more) CQUNTRY OF BIRTH: (including
i i 1{U.8. |7 |U.S. Dependencies and Possessions Puerio Rico
Male Hispanic [E] Unk Dﬂ@g{ﬁ,"am'a“’ D Black or African American [Specify}‘p . )
2 | Net Hispanic or Latino ) Native Hawaii \ .
(2] Female | [2]tet Hepanicartatie | [Py, (7Nt tamatinet [ e [ Junk | [g]Other pectyy - (5] un
RESIDENCE AT DIAGNOSIS:
| S Sl | L L L]
\ City: County: Country: ' Code: )
IV. FACILITY OF DIAGNOSIS . V. PATIENT HISTORY
[ ' N ( AFTER 1977 AND PRECEDING THE FIRST POSITIVE HIV ANTIBODY TEST - )
OR AIDS DIAGNOSIS, THIS PATIENT HAD (Respond to ALL Categories): Yes No Unk
Facility Name .
e Sexwithmale ... ... o L [e] [2]
City ® Sexwithfemale ... fo] [g]
 Injected nonprescription drugs [¢] [g]
State/Country » Received clotting factor for hemophilia/coaguiation disorder .................... [o] [2]
FACILITY SETTING (check ane) S_pecify Factor V.I'II Factor l)_(’ Other_
Public Private Federal @ Unk disorder: {Hemophilia A) (Hemophilia B) (speciy):
: e HETEROSEXUAL relations with any of the following:
FACILITY TYPE (check one) s Intravenous/iniection ruQ USEr .. ... ... o fo] [o]
Physician, HMO Hospital, Inpatient s BISEXUAI MAIE ... .. [o] o]
Other (specify): » Person with hemaphilia/coagulation disorder . [o] [9]
» Transfusion recipfent with documented HIV infection..................... [o] [o]
ngcgeg’;‘u;guﬁg*;dﬁf;‘g; o Sox and 308 of e Pusre » Transplant recipient with documented HIV infection . ... . ... o] [e]
e o o] N e e » Person with AIDS or decumented HIV infection, risk not specified..... .. fol [o]
n’“;'“eias’ac‘g lf’grde{hg‘afngggt;%Cjkgta;fgs‘mxﬁg; coaperation s @ Received transfusion of blood/locd components (other than clotting factor) . .. [0 ]
Infcrrqat_ign |r; CDC's fH1\.’,’11\ID_Sd_sL_:c;veilllam:e sg'stem that wgu!_d Mo. yr. Mo. i
= If i 1
permi, enifcation of, any indieal on, wom 2 rocord 19 Fst | | ][ [ ] st [ ][ ]]
gggﬂ?:_n“gg’o‘:“}j,;";t“fﬁg oy h‘;;.}ﬂ%gg;%‘}:ﬁﬁt_s‘:';ﬁdUJ{;} the e Received transplant of tissueforgans or artificial insemination.................. [o] [o]
Al i At il Saotion S0Bch of the Puss Hean e Warked in a health-care or clinical laboratory setting .......................... 6] 9]
Service Act (42 USC 242m). T {specify occupation): W,
VL LABORATORY DATA
r"L HIV ANTIBODY TESTS AT DIAGNOSIS: Not TEST DATE . Mo Yr. h
{indicate first test) Pos Meg Ind Dong _ Mo. Yr. e Date of last documented negative HIV test : :
e HIV-AEIA. o o] - ) [ [T ] (spacify type: [LJET]
' . Yes No Unk.
& HIV_1/HIV—2 bination EIA ... fo] - 8] e I HIV laberatory tests were not documented, is HIV i
_Com ! ) : D] D:] diagnosis documented by a physician? ................. E @ M
® HIV—1 Western blo¥IFA. .. ..... ... (o] LTI : Mo wr
‘'® Other HIV antibody test. . ............ [0] El ED D_—] If yes, provide date of documentation by physician ... .. |:|:| l:l:l
{specify): )
2. POSITIVE HIV DETECTION TEST: (Record earliest test) Mo. Y 4. IMMUNOLOGIC LAB TESTS:

AT OR CLOSEST TO CURRENT DIAGNOSTIC STATUS

% % e CD4Count............... D ,DZI:I cells/ul

o CD4 Percent.................... I:I:I %
3. DETECTABLE VIRAL LOAD TEST: (Record most racent test) /o

Test type” coPiESML Mo. Y. First <200 pl or <14%
Al D, | ] l,| e BN o CD4 Count D,mceﬂs/,ul_

|:§ culture D antigen [:I PCR, DNA or RNA probe
& Other (specify):

<

EE

T

“Type: 11. NASBA (Organon) 12, RT-PCR (Roche} 13. bDNA(Chiron} 18. Other o CD4 Percent %%

-
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Medical

Physician's Name: Phone No.: { ) Record No.
{Last, First, M.1.) Person
Hospital/Facility: Completing Form: Phane No.: { }
— Patient identifier information is not transmitied to CDC! —
Vill. CLINICAL STATUS
i . N
rCLINICAL Yes No ENTER DATE PATIENT A_S(ymm 4 Mo. Yr. Symptematic Mo. Yr.
. . including acute retroviral syndrome an .
RECORD REVIEWED: m @ WAS DIAGNOSED AS: persistent generalized lymphadenopathy): (not AIDS) :
Initial Diagnosis  Initial Date Initizl Diagnosis  Initial Date
AIDS INDICATCR DISEASES Del.  Pres. Mo. Yr AIDS INDICATOR DISEASES Def.  Pres. Mo, Yr.
Candidiasis, bronchi, trachea, or lungs NA D:] Dj Lymphoma, Burkiti's (or equivalent term) NA D:H:Ij
Candidiasis, esophageal m [:D |:|:| Lymphoma, immunablastic {or equivalent term) NA [D D:I
Carcinoma, invasive cervical NA ED L—_I___] Lymphema, primary in brain NA Dj[l___l
Coccidioidomycosis, disseminated or . Mycobactarium avium complex or M.kansast, - 3 5
extrapulmonary m NA D:l [D disseminated or extrapuimenary [_—_I:] D:!
Cryptococcosis, extrapulmonary NA |:|:| D___I M. tuberculosis, pulmonary™ m D:I I:l:]
Cryptosporidiosis, chronic intestinal ED o . " []:l
(>1 mo. duration) . II} NA [D M. tubercuiosis, disseminated or extrapulmonary [ﬂ I:I:I
Cytomegalovirus disease (other than in liver, ' D:l [I:l Mycobacterium, of other species or unidentified 5 Dj l:[l
spleen, or nodes) m NA species, disseminated or extrapulmonary m
Cytomegalovirus retinitis (wiih loss of vision} ED[I] Preumocystis carinii pneumonia m I:D[D
HIV encephalopathy NA EDDj Pneumcnia, recurrent, in 12 mo. period [[:’D]
Herpes simplex: chronic ulcer(s) (>1 ma. duration); D]D] . . [DD:I
or bronchitis, pneurmonitis or esophagitis 7 NA Pragressive multifocal leukeencephalopathy NA
Histoplasmosis, disseminated or extrapulmonary NA D:]D] Salmonella septicemia, recurrent NA D:H:I:I
Isosporiasis, chronic intesfinal {>1 mo. duration) NA [E”:I] Toxoplasmasis of brain D]D:’
Kaposi's sarcoma D:ID] Wasting syndrome dus to HIV NA Dj [D
| Def. = definitive diagnosis Pres. = presumptive diagnosis j * RVCT CASE NO.: | ] | [ | | P 1 I I p
® |f HIV tests were not positive or were not done, does this patient have
( an immunodeficiency that would disqualify himvher from the AIDS case definition? E:I Yes @ No @ Unknown
IX. TREATMENT/SERVICES REFERRALS
. L L. N
. . . . : . This patient is recelving or has
?
Has this patient been informed of his/her HIV infection? Yes [o]No [8]Unk. boaato o ves No NA Unk.
This patient's pariners will be notified about their HIV expesure and counseled by: & HIV related medical services ... [0 - [
Health: department Physician/provider Patient  [8] Unknown s Substance abuse treatment services Lo} B
This patient received or is receiving: T?}'IS patient has been enrolled at: This patlent’s medical reatment is primarily reimbursed by:
inical Trial Clinic
e t‘l}]ﬂ”-f etroviral S E’i ng!( NIH-sponsorad HRSA-sponsored [1] Medicaid Private insurance/HMO
BIAPY vovrireerin 1
Py Other Other No coverage Other Public Funding
_ Yes Na Unk. None None Clinical trial/ [2] Unknown
o PCP prophylaxis E E] @ Unknown @ Unknown goverriment program
FOR WOMEN: ' e This patient is recelving or has been referred for gynacological or obstetrical services:................. Yes [0]No [8]Unknown
o Is this patient cUrTently Pregnant? .. ... ... e e Yes [0lNo [8]Unknown
¢ Has this patient delivered live-born infants?............ Yes (if delivered after 1977, provide birth information @ No . @ Unknown
below for the most recent birth)

X. COMMENTS:

Public reporting burden of Lhis collection of information is estinated to average 20 minutes per respense, inchuding the time for reviewing instructions, searching existing data sources, gathering and maintaining lhe data needed, and compteting and re-
viewing the collection of information. An agency may not conduct or sponsar, and a parson is nol required to respond to a collection of infarmation unfess it displays a currently vafid OMB control number. Send comments regarding this burden estimate ar
any other aspect of this coliection of infarmation, inclading suggestions for reducing this burden ta COC, Project Clearance Officer, 1660 Clifton Road, MS D-74, Atlanta, GA 30333, ATTh: PRA 10920-0573). Do not send the compteted form to this address.
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